Dear Sir,

We note with interest the evolving advice concerning the surgical management of colorectal conditions in the COVID-19 pandemic from national bodies. We are concerned about the effects of variations in these guidelines over time, and their effect on patient outcomes.

Initial anxieties regarding the use of laparoscopy for colorectal cancer resections, as well as the suggestions that anastomoses should be avoided due to the risks of anastomotic leaks were based on the assumptions that the likelihood of COVID-related complications was high, but that the procedural urgency meant that the surgery should not be delayed. In hindsight, we feel that both of these assumptions, made with the best of intentions to minimise patient harm, are likely to have been exaggerated.

The use of laparoscopy in COVID-19 offers clear potential advantages to patients, including lower morbidity and shorter lengths of stay so that their interactions with a stressed healthcare service are minimised, reducing the risks of nosocomial viral transmission. In fact, it is the surgical team who bear the theoretical risks of COVID in this circumstance, but we believe that the use of appropriate personal protective equipment (PPE) and liberal testing of staff and patients will almost eliminate this risk \[[@CR1]\]. To omit anastomosis and perform open surgery \[[@CR1], [@CR2]\] with a longer length of stay, seems unacceptable as the significant adverse consequences for our patients are not justified by small potential increased risks to staff, which can be offset almost entirely by appropriate PPE and safe operating practices \[[@CR3]\].

The restructuring of surgical pathways as part of the response to COVID has, in our experience as well as commentary from this journal \[[@CR4]\], led to further expansion of units dedicated to clean, elective surgery. The time that staff have been able to dedicate to these patients has rationalised their care and led to improved short-term outcomes including a reduced length of stay and high patient satisfaction \[[@CR5]\]. A pause to elective treatment was also introduced during the initial surge in COVID cases at Frimley Park Hospital. Prioritisation of cases was then performed according to clinical factors (including obstructive symptoms) and adverse radiological features (such as evidence of extra-mural vascular invasion). Doing so allowed the debate over minimally invasive colorectal surgery in the context of COVID to mature, with relaxation of the concerns regarding minimally invasive surgery. In view of this, with appropriate precautions, laparoscopic surgery has remained our default position for colonic resection, and robotics the default for rectal cancer surgery. Our indications for the use of defunctioning stomas have not changed, and in no cases has our operative strategy changed to perform a non-restorative procedure due to the perceived increased risks in the COVID era. This is in contrast to the experience of some authors internationally \[[@CR1]\] and in spite of initial UK guidance cautioning against both minimally invasive surgery and restorative surgery \[[@CR2]\].

In summary, we believe that the use of minimally invasive surgery, in a 'clean' unit capable of flexing to the needs of the hospital in response to COVID surges offers the best paradigm for the surgical management of colorectal cancer, and other urgent colorectal conditions, in the current pandemic.
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